Two cases of tuberculous mediastinal lymphadenopathy are presented in which the clinical features mimicked those of pulmonary embolism, causing striking abnormalities on radionuclide scintigraphy. It is concluded that tuberculous mediastinal lymphadenopathy should be included in the differential diagnosis of reduced lung perfusion due to proximal pulmonary artery occlusion. (Thorax 1997;52:301-302) Keywords: granulomatous lymphadenopathy, pulmonary artery occlusion.
amination of tissue obtained under CT guidance was non-diagnostic and no AAFB were cultured. A Heaf test was strongly positive and antituberculous chemotherapy was commenced. After eight weeks of therapy haemoptysis ceased and a repeat lung perfusion scan showed that perfusion to the right lung had significantly increased.
Discussion
Sudden occlusion of 50% or more of the pulmonary vascular tree may be associated with dramatic haemodynamic collapse characterised by tachycardia, hypotension, oliguria, and arteries. In both of our cases it was the discrepancy between the clinical condition of the patient and the dramatic unilaterally abnormal patch graft. Histological examination of the appearance of the perfusion scan that prompted mass revealed caseating granulomas containing further investigation with CT scanning and acid-alcohol fast bacilli (AAFB) extending into pulmonary angiography. In each case meand involving the wall of the artery. Anti-diastinal lymphadenopathy was demonstrated tuberculous chemotherapy was commenced on the CT scan and pulmonary angiography and a subsequent V/Q scan showed restoration showed narrowing of a proximal pulmonary of perfusion to the right lung.
artery. Clinical improvement with restoration of normal lung perfusion was demonstrated following antituberculous chemotherapy in Case 2 case 2 and after surgery and antituberculous A 30 year old Ethiopian woman presented with chemotherapy in case 1. a four week history of frank haemoptysis and Causes of reduced perfusion to an entire worsening exertional dyspnoea. She reported lung not due to pulmonary embolism include no fevers, night sweats, or chest pain. On ex-bronchial carcinoma, large ventilated bullae, amination she was well perfused with a pulse pulmonary vasculitis, McLeod's syndrome, rate of 90/min and a blood pressure of 110/ bronchogenic cyst, and fibrosing media-70 mm Hg. The pulmonary component of the stinitis.
2 3 This report suggests that tuberculous second heart sound was accentuated, but the mediastinal lymphadenopathy should be added remainder of the examination was non-con-to the differential diagnosis of patients who tributory. Arterial blood gas tensions and ECG present with a clinical picture of pulmonary findings were normal. Plain chest radiography embolism in whom the appearances of a lung revealed right hilar enlargement. A V/Q scan perfusion scan suggest proximal pulmonary arshowed reduced perfusion to the whole of the tery occlusion. right lung with normal ventilation bilaterally. Pulmonary angiography was performed; no 1 Goldstraw P. Mediastinal masses. In: Brewis RAL, Lovin B, Geddes DM, Gibson GJ, eds. Respiratory medicine. London: filling defect was seen but extrinsic obstruction WB Saunders, 1995 :1595 
